A small consecutive series of 27 myocardial infarction patients were interviewed at approximately 10 and 40 weeks after infarction to obtain data concerning the psychological aspects of rehabilitation. The results emphasized the need for consistency in imparting information and advice, and suggested the value of joint cardiological and clinical psychological assessment where patients fail to make expected progress. They pointed to a simple framework for intervention which is capable of further development and evaluation.
Introduction
It is apparent that some patients do not recover as well from a myocardial infarction as would be expected from estimates of the severity of the infarct and the subsequent objective findings in the cardiovascular system. Patients have been reported as experiencing high and maintained levels of anxiety or depression following infarction; they may fail to return to their previous occupation or social activities and are often unable to follow advice as to how to minimize the risk of future infarctions. Some of these problems are largely rooted in the patients' psychology (Finlayson & McEwen 1977 , Cay 1982 , Steptoe 1981 and so it seems proper that cooperation between cardiologists and clinical psychologists might help in identifying these problems.
A number of potential roles for the clinical psychologist in this field have recently been advanced (Johnston 1982 , Fielding 1980 , Wallace 1982 . Drawing on the results of a small study, we have tried to specify further some of the rehabilitation problems and to define some of the questions which can be asked.
Only some patients fail to rehabilitate themselves successfully. Obviously, recovery will be much influenced by the severity of the infarct, related cardiovascular problems and other associated physical illness. Psychological factors, however, may be important in other ways. Firstly, there is the effect of patients' knowledge of heart disease, their preconceptions of its causation and, therefore, their ideas and beliefs concerning secondary prevention. Secondly, there is the attitude of patients to their work and social circumstances, and the difficulties and indeed the possible value to them of the illness in enabling them to cope with their environmental problems. Thirdly, there is the relevance of the patient's own personality and capacity to cope with physical illness. Poor coping ability may be associated either with undue dependence or with a rejection of advice, whether this is good, bad or indifferent. Patients are also very likely to be much influenced by the attitudes of their health care advisers, their families and friends.
Method
Using a semi-structured interview and an associated questionnaire, a study was undertaken with 27 consecutive patients admitted to the Coronary Care Unit at the Manchester Royal 1Accepted 9 August 1984 0141-0768/84/110925-03/$O1.00/0 Infirmary. They were first assessed at approximately 10 weeks after infarction (STFU), and again some 40 weeks after the infarction (LTFU). Our aim was to try and identify specific psychological problems bearing on recovery.
This strategy was based on the following reasoning. Can psychologists define and accurately predict possible post-myocardial infarction difficulties by assessing patients' characteristics prior to infarction? Probably not. Attempts have been made but, although psychological characteristics have some relevance, they are on their own an inadequate basis for specific predictions (Surwit et al, 1982) . Moreover, it is self evident that many patients cannot be seen prior to the crisis. Can such predictions be made during the acute in-hospital phase? Again, no. The recognized mood changes occurring at the time of the acute attack are such that no proper assessment of longer-term behaviour patterns can be made. We therefore decided to try and initially identify the nature and severity of problems at a time when patients should be returning to their normal routine, i.e. between two and three months after the infarct, and then subsequently. It was felt that discrepancies between expected and actual achievements should by then be apparent, the emotional crisis associated with the acute attack should now be in the past, and more stable data should be available on which to build a detailed assessment.
Results
Three general problem areas were identified. The first comprised difficulty in the patients' understanding of, and memory for, information given to them about their disease and its treatment. The second concerned the difficulty experienced in changing behavioural patterns, even when the reasons for the therapeutic advice were understood and accepted, for example concerning smoking or diet. The third concerned the patients' own perceptions of the disease. Some patients had more negative self perceptions after the infarct, especially concerning family and sexual relationships, social life and emotional reactions to the illness.
There was little reported difficulty in complying with medication taking,. although individual examples of failures of comprehension or recall of relevant information were noted among the 24 who reported having been prescribed medication. Of 16 pre-infarct smokers, 12 reported having received advice subsequent to their infarct that they should stop smoking, but at LTFU 9 of those interviewed were still smoking. Eight (33%) of those seen at LTFU reported current attempts at weight or eating control, and 7 of these rated such advice as either 'fairly difficult' or 'very difficult' to follow. Eighteen of the initial sample reported having received some advice about exercise/activity levels, whilst the other 9 reported not having received such information. A frequent theme of patients' comments about this issue was their uncertainty about what constituted an appropriate activity level for them at various stages after infarction. Data collected at LFTU indicated that 13 were walking for thirty minutes or more daily and 16 were involved in some housework or gardening activities, but only 2 were involved in any other exercise or sporting activity. Eight considered their activity level to be the same as before the infarct, 15 considered themselves to be less active and one to be more active.
Some simple subjective ratings of psychological recovery were obtained at LTFU. Twenty-one patients reported family relationships to be largely unchanged since their infarction, while 3 reported improvements in the quality of these relationships which, interestingly, they attributed to the effects on themselves and their family of the infarction. Of the 22 patients for whom relevant data were obtained, 17 reported no significant change in the quality of their sex lives, while 5 reported some deterioration in this respect. Only 4 of the sample reported having been given specific information about post-infarct sexual activity. Sixteen patients reported the quality of their social life to be unchanged, while 7 reported a deterioration and one an improvement. Sixteen of the sample had been working before their infarction: 2 of these were back at work by the STFU and 9 by LTFU, but 5 had still not returned by then and no information was available on the remaining 2. On a specifically designed self-rating of current psychological state, completed where possible at both interview stages, overall mean scores did not shift significantly between the two Behavioural and cognitive strategies for anxiety and impeded by excessive levels of anxiety? stress management taught to the patient and family assessments although interesting variations between patients were noted, with 16 showing deterioration and 8 improvement in psychological self-perception scores. Specific questions concerning satisfaction with communications suggested that between a quarter and a third of the sample were to some extent unhappy with this aspect of their care, a result in keeping with the findings of Ley (1982) .
Discussion
Several conclusions may be drawn from this study. First, it confirms that many patients do have rehabilitation problems following an infarct. Assessment of progress two to three months after infarction is very important. Often the problems seemed relatively simple and thus capable of resolution by discussion. In some cases an outpatient rehabilitation programme might be very helpful. We would emphasize here the importance of consistent information and advice. There was often an apparent discrepancy between the information given within the hospital by nursing and medical staff, between the advice given by the hospital physician and the patient's general practitioner, or between the advice given in general by medical attendants and that given by close relatives. In particular, this advice was often discrepant in relation to what is deemed 'safe exercise' and the timing of return to work. In a small number of patients a more detailed behavioural psychological assessment may be needed. Such patients might be identifiable at the two-month-assessment by the cardiologist and clinical psychologist. A possible framework for such an assessment is outlined in Table 1 . Interventions of the types advocated in Table 1 should not be seen as replacing the use of earlier information giving and support, but may well be a useful and cost-effective way of aiding those who need further help with their rehabilitation problems.
